Unease over the previous management of 67 patients referred for treatment to 3 pain relief clinics led us to investigate the current state of education in pain and pain control in the UK. Twenty-seven medical schools provided data which revealed; (i) in 4 schools no teaching whatsoever is given in these subjects; (ii) in the remainder it is accorded an average of 3.5 hours during the 5 year course, with little evidence of multidisciplinary teaching; (iii) only 10 schools (37%) regularly set questions on pain control in formal examinations.
Introduction
It has been pointed out by Wall' that as recently as 1975 the question of whether pain should be studied and treated as a separate entity was highly controversial. The reasons for this controversy are well known and need not be rehearsed in detail here. Sufficient to say that the search for root causes, and by implication the eradication ofunderlying diseases, resulted in many patients being denied adequate symptomatic relief. However, over the past decade there has been a significant change in this attitude. The International Association for the Study of Pain now boasts an increasing multidisciplinary membership, its in-house journal has thrived and others devoted to basic research and clinical practice have become established. The consequences of this new approach to pain have been far reaching. What was once regarded as a purely sensory event, mediated only by ascending neural pathways, is now recognized as a complex perceptual phenomenon involving the interaction of a wide range of neuroanatomical and psychosocial factors2. Clinically, it has become increasingly clear that methods which may be appropriate for controlling acute pain (notably prolonged rest and powerful analgesics prescribed on an 'as required' basis) may actually inhibit rehabilitation of the chronic sufferer"4. Finally, there has been a rapid expansion of both the hospice movement and the specialist pain relief clinic which between them offer an increasingly eclectic approach to the control of virtually every category of pain.
Given that the control of pain impinges upon most areas of medical practice it would seem reasonable to expect the developments outlined above to be widely reflected in contemporary medical education. However, a number of authors56 have suggested that this is not so. For example, Liebeskind and Melzack5 recently argued that literally millions of individuals continue to endure needless pain and suffering because ofthe failure of medical schools to provide 'more than a fraction ofthe pain education needed'. It should be pointed out that Liebeskind and Melzack offered no empirical evidence to support their case. However, it should also be pointed out that it is not inconsistent with clinical observations. For example, Watts7 has described a group of patients with intractable trigeminal neuralgia who waited on average 9.8 years before being referred to a pain relief unit. Similarly, a survey conducted by us of 67 consecutive referrals to 3 local pain relief clinics revealed: (i) the mean time between onset of pain and first referral was 63 months; (ii) the majority (85%) had been treated with drugs of dependence if not frank addiction, even though in no instance was the pain of malignant aetiology; (iii) all 67 patients exhibited some of the major psychosocial changes that make effective treatment and rehabilitation so difficult8. It was these clinical observations that led us to turn our attention to medical education.
Method
Undergraduate teaching A questionnaire was sent to the Dean of all 28 medical schools in the UK. This asked for details of:
(i) First-hand experience of pain control gained by undergraduates in either a pain relief clinic or a hospice. (ii) Formal undergraduate lectures or seminars on pain or pain control as subjects in their own right. (iii) The extent to which questions on pain and pain control feature in formal examinations. Respondents (who were promised confidentiality) were invited to add any comments they felt appropriate.
Postgraduate knowledge
All 219 general practitioners within the 'catchment area' of a large general hospital situated in the south of England were sent a questionnaire in which they were asked whether there was a pain relief clinic in their area to which they could refer patients and if so to indicate: Table 3 were employed in the clinic. (ii) which ofthe conditions shown in Table 4 the clinic was equipped to treat. (In fact all 9 therapies are used and all 15 conditions treated.) Respondents were also asked to supply details of their own referrals to the clinic as well as being invited to make any comments on the service it offered. Anonymity was guaranteed at all times.
Results

Undergraduate teaching
Twenty-seven schools (96%) supplied the data summarized in Tables 1 and 2 .
Of the 23 schools that provide teaching in pain relief, only 6 offer all their students experience in a pain relief clinic or hospice. The remaining 17 shown in Table 1 restrict this opportunity to between 5 and 50% of each cohort.
Postgraduate knowledge
One hundred and seventy-four (76%) replies were received. All respondents were aware of the clinic's Tables 3 and 4 demonstrate, there was considerable confusion about the nature and range of the services that it provides. As well as the data shown in Tables 3 and 4 , the survey revealed that 79% of those responding had referred patients to the clinic at some time during the past 3 years. The most frequently referred condition was low back pain, followed by trigeminal neuralgia and pain due to cancer and postherpes zoster. At the other extreme less than 2% of all referrals were for tension headache or migraineconditions which the clinic is especially well equipped to treat. Fifty-nine per cent of all referrals were said by the general practitioners to have gained significant relief.
Discussion
The main conclusion to emerge from this study is that many members ofthe medical profession are not being informed of recent advances in pain control. As one GP readily agreed, 'You have identified a gap in my knowledge.' Regrettably, as Tables 3 and 4 illustrate, such gaps were often as wide as they were unexpected. For example we were surprised to find that almost one third of our sample was unaware that a modern pain reliefclinic is equipped to treat chronic low back pain. At the very least this points to a lack of communication, summed up by another GP as follows, 'There has been no liaison between the department and general practitioners so I am not surprised I have never referred anyone'. However, this would do little to resolve the wider educational issues revealed here.
The problem of chronic pain will always be too large to be dealt with by groups of experts based in specialist units. Consequently, these experts must be prepared to pass on their knowledge and expertise to a wider medical audience. Wall' has suggested this could be done through 'precise and concise reviews' for the many 'front line doctors ... who are faced with urgent daily decisions and who have neither the time nor sometimes the background to wade through turgid academic discussions no matter how worthy'. No doubt there is a place for such reviews, especially if they could be supplemented by short courses. (It is worth mentioning here that a recent search of back issues of the British Medical Journal and Lancet revealed that of250 postgraduate courses advertised only one had any bearing on pain control, and this was aimed at specialists already working in the field).
The relatively simple measures outlined above would do much to overcome the more immediate problems of communication and postgraduate education identified in this survey. However, they would leave untouched those shortcomings occurring at the undergraduate level. What should appear in the undergraduate curriculum is, of course, controversial with each discipline tending to exaggerate the importance of its own contribution. However, it is surely unacceptable that 4 British medical schools offer no teaching whatsoever in contemporary approaches to pain and pain control. Equally disturbing is the finding that almost 2 out of every 3 doctors currently graduating in the UK do so without being required to demonstrate their knowledge of this fundamental area of clinical practice. It is also a cause for concern that the teaching which does take place remains largely the responsibility of anaesthetists and pharmacologists ( Table 2 ). The virtual absence ofbehavioural scientists and psychiatrists leads us to suspect that the view of chronic pain as a subtle interaction of neuroanatomical and psychosocial variables is not being adequately presented.
This study has identified a major gap in contemporary medical education within the UK. At least that is our opinion. Lest we be accused of overstating our case, we end with two further quotes. First, a dean of medicine: 'This is a gap in their knowledge which can lead to poor understanding and bad management of patients with pain.' Second, a final year medical student:
'During my undergraduate training I have been taught more about the aetiology of Burkitt's Lymphoma and Jakob-Creutzfeldt disease than I have about the treatment of chronic pain.'
